result in significantly decreased postoperative pain. LESS has also been shown to result in significantly shorter hospital stays compared to multiport laparoscopy for tubal ectopic pregnancy. Many injuries during routine multiport laparoscopy occur during blind abdominal entry and this risk can be essentially eliminated in LESS with the single larger incision and direct visualization with open entry technique. It also provides a larger orifice for quickly removing a tissue specimen.
As this is a technically challenging procedure it is often performed by laparotomy, however this case demonstrates that it is feasible, even beneficial to utilize LESS. Using a 30-degree camera provides adequate space between the instruments and camera to obtain optimal visualization. Suturing with LESS can be best achieved with a single instrument, an angled needle position of 45 degrees, and a barbed suture. Manipulating the angle of the uterus with one hand and driving the needle with the other hand facilitates optimal suturing angles. CONCLUSION: Although treatment of a CEP is challenging, LESS may be an advantageous surgical approach with the techniques presented in this video. Choosing this approach can be beneficial to patients by decreasing postoperative pain and decreasing postoperative hospital stay.
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OBJECTIVES:
The objective of this video is to demonstrate a technique for identification and complete resection of deep infiltrating endometriosis of the rectovaginal space. DESCRIPTION: Endometriosis is a complex disorder present in up to 10 percent of reproductive-aged women. Deep infiltrating endometriosis extends at minimum 5 mm beneath the surface of the peritoneum and is particularly difficult to control with medical management or lesion ablation. Safe surgical excision can be especially challenging in the rectovaginal space, where the extent of involvement of the vagina and rectum can be difficult to delineate. This demonstrated surgical technique begins with an exam under anesthesia, during which endometriotic implants are visually and digitally confirmed. The border of these implants is marked intravaginally. After a total laparoscopic hysterectomy is completed, a rectal sizer is inserted to determine the area of the rectum posteriorly. The rectovaginal nodule is then resected laparoscopically using a bipolar sealing device across the previously outlined borders. Final confirmation of excision of all endometriotic implants is performed prior to vaginal cuff closure. A careful examination under anesthesia at the start of the procedure can therefore allow for identification and delineation of deep infiltrating endometriosis involving the rectovaginal space in order to guide subsequent complete laparoscopic resection and optimally preserve healthy vaginal tissue. CONCLUSION: The use of a marking pen to outline the posterior border of a rectovaginal nodule prior to the start of surgery is a quick and easy step that can help to ensure a complete excision of the lesion while maintaining as much healthy vaginal tissue as possible.
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To demonstrate utilization of hydrodissection and specimen removal through posterior vaginal cul-de-sac. DESCRIPTION: This video case report discusses the clinical presentation, diagnostic evaluation and surgical management of a premenopausal patient presenting with pelvic pain found to have an ovarian fibroma. The classification, ultrasound characteristics and associated clinical findings of ovarian fibromas are discussed. Surgical techniques that are demonstrated and discussed within the case include Palmer's point port placement, hydrodissection and specimen removal through the posterior vaginal cul-de-sac. CONCLUSION: Ovarian fibromas are sex-cord stromal tumors most commonly found in women over the age of 40. The clinical presentation of patients with ovarian fibromas is often non-specific. Ultrasound imaging is not always reliable in predicting these tumors. Ascites and elevated Ca-125 can be associated with ovarian fibromas leading to confusion regarding malignant potential of these benign tumors. Surgical techniques demonstrated in this video have been shown to decrease morbidity, improve surgical outcomes and decrease postoperative complications. Palmer's point port entry can be utilized to decrease risk of bowel injury in patients with prior history of abdominal surgery and increased risk for abdominal wall adhesions. Hydrodissection allows for dissection and improved visualization of tissue planes with less trauma than other dissection methods. Using standard suction irrigation probes provides a low cost and readily available surgical tool. Removal of specimens through the posterior vaginal cul-de-sac decreases need for extension of abdominal incisions decreasing risk for hernia and vascular/ nerve damage, improving cosmesis and decreasing postoperative pain.
Marika Raff: Nothing to disclose; Allan A. Adajar: ConMed, speaker, consulting fee; Transenterix, consulting, consulting fee. OBJECTIVES: To demonstrate set up and utilization of a vaginal selfretaining retractor for pelvic surgery. DESCRIPTION: This instructional video demonstrates set up and utilization of the vaginal self-retaining retractor for pelvic surgery. This includes review of all the component parts, step-by-step assembly, and utilization in different surgical scenarios. This retractor can be easily used with an improved understanding of function and set up, this video aims to aid with both. Utilization of a vaginal retractor facilitates surgical exposure of the pelvis. It also allows the surgeon to operate without reliance on variable surgical assistances. Finally, it promotes surgeon ergonomics. CONCLUSION: The vaginal self-retaining retractor can provide improved exposure and visualization. These improvements can facilitate vaginal surgical approach to improve patient recovery, especially when assistant skill is variable. This is a useful and simple to use tool to facilitate pelvic surgery.
Kelly E. Jirschele: Nothing to disclose; Katarzyna Bochenska: Nothing to disclose; Michael Moen: Nothing to disclose. OBJECTIVES: This video shows the surgical evaluation and excision of a peritoneal inclusion cyst with laparoscopic repair of the pelvic floor. DESCRIPTION: Our case is that of a 44-year-old female referred to urogynecology for pelvic organ prolapse. The patient reported bulge sensation for six months. On examination, a vaginal mass descended four centimeters outside of the introitus. The mass was reducible and unchanged while standing or straining. Dynamic MRI demonstrated a 20-centimeter intraabdominal cystic mass located between the uterus and the rectum and extending into the vagina. Robotic assisted laparoscopic evaluation showed endometriosis and a large peritoneal inclusion cyst extending from the pelvic brim to the rectovaginal septum. After the fluid was drained, redundant peritoneal tissue was excised. The distended posterior vaginal wall was then laparoscopically reduced using interrupted sutures of 2-0 PDS to imbricate the posterior vagina down to the perineal body. Uterosacral ligaments were plicated at the apex of the vagina with interrupted 2-0 PDS, suspending the posterior vaginal apex and uterus. Given the large peritoneal defect from the dissection, a culdoplasty was performed with purse string sutures using 2-0 monocryl. On repeat vaginal exam, restoration of normal anatomy was confirmed.
At the six-week post-operative visit, the patient denied further bulge symptoms and had a normal vaginal exam. Pathology revealed benign simple mesothelial cyst without malignancy. CONCLUSION: We present a unique presentation of a large peritoneal inclusion cyst presenting as vaginal prolapse. Laparoscopic repair can be performed similarly to closing an enterocele. Consideration for laparoscopic repair of a high rectocele can be performed in specific cases when already working laparoscopically to avoid vaginal incisions. Further studies are needed to determine the efficacy of laparoscopic versus transvaginal rectocele repair.
Payam Katebi Kashi: Nothing to disclose; Katherine L. Dengler: Nothing to disclose; George Stone: Nothing to disclose; Kristen P. Zeligs: Nothing to disclose; G S. Rose: Nothing to disclose; Jeffrey Welgoss: Nothing to disclose. OBJECTIVES: This video demonstrates removal of intravesical mesh with calculus formation using a combined cystoscopic and laparoscopic technique. We also aim to illustrate retropubic space anatomy. DESCRIPTION: Stress urinary incontinence is commonly managed by surgical placement of a midurethral sling. Intravesical mesh caused by erosion or unrecognized bladder perforation is an uncommon complication that can cause recurrent or persistent urinary tract infections, formation of bladder calculi, urinary urgency, and urinary frequency. Various methods for eroded mesh sling removal have been described and include transurethral, laparoscopic, and robotic-assisted techniques. Resolution of recurrent calculi can be problematic as it requires complete removal of the mesh from the bladder wall. Indeed, even a single mesh fiber can act as a nidus for intravesical calculi. In this case, the intravesical mesh served as a nidus for the formation of a bladder calculus. A Holmium laser was used to obliterate the calculus while minimizing the risk of bladder perforation. Use of this high precision laser also afforded the option of laparoscopic removal of the mesh with minimal cystotomy. Our video demonstrates cystoscopic removal of the bladder calculus from the mesh sling and a laparoscopic retropubic dissection with excision of the mesh. CONCLUSION: It is imperative to recognize bladder injury at the time of sling placement to minimize the risk of mesh erosion. This video demonstrates a dual modality approach for safe and efficient removal of mesh encased by a bladder calculus. Knowledge of retropubic space anatomy is required for surgical management of many mesh complications.
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